Objective-To assess the quality of preregistration house officer training in eight English regions.
Introduction
Preregistration house officer posts were introduced in 1951 for explicit educational reasons. Calman recently suggested that the year had three main objectives: acquiring knowledge (of common medical conditions, emergencies, and rehabilitation), acquiring skills (diagnostic, clinical, and decision making), and developing attitudes (caring, learning, and ethical).' High educational quality has, however, been difficult to achieve because of service commitments. 24 The responsibility for securing the educational value of these posts rests with the General Medical Council (GMC), the universities, and the licensing bodies. The GMC has a statutory obligation to recommend acceptable patterns of experience. These were last revised in 1992. 5 In this study we surveyed the education and workload of preregistration house officers in eight English regions, using the GMC's recommendations as a standard of reference when possible. We also compared house officers' responses from different regions: the University of London recently stipulated which tasks are inappropriate for preregistration house officers,6 and we wanted to see what impact this and other local initiatives had had. The survey contained questions identical to those we asked in a similar study in the Thames regions (London and the surrounding counties) four years ago,4 the comparison of the two results being reported in our previous paper.7 It also included many new questions.
Method
The survey was conducted by postal questionnaire. After a pilot study questionnaires were sent to all 1575 house officers in the Thames, East Anglian, Mersey, and Northern regions and to a randomly selected sample of 95 of the 175 house officers in the Wessex region, a total sample size of 1670. We approached only a sample of house officers from the Wessex region because they had received several recent questionnaires on other topics and we were advised that it was not appropriate to ask them all to complete another. The first set of questionnaires were addressed to individual house officers and distributed through their clinical tutors in late November 1992. Nonrespondents were followed up by the same means in early January 1993. A third questionnaire was sent to non-respondents from the Thames regions to the address they had used when registering with the GMC.
The questionnaire requested information on the respondents' undergraduate medical education, induction courses, formal educational meetings, educational supervision, hours of duty, workload, inappropriate tasks, conditions of work, attitudes to their posts and to proposed changes in the preregistration year, and whether the respondent would recommend the post and a career in medicine to a friend. Space was provided in each section for comments. Copies advanced cardiopulmonary resuscitation, breaking bad news, and pain control. Table I shows the results. Overall, 465 out of 1135 (4 1%) house officers said that they had received adequate guidance in breaking bad news. Adequate guidance in pain control was reported by 500 out of 1135 (44%). House officers who had trained overseas were less likely to report adequate training in breaking bad news (25% (27/106) v 43% (437/1027), x2= 10-9, df= 1, p<0-001).
House officers were asked how much time in the previous week they had spent at various types of potentially educational meetings. Table II The General Medical Council stipulates that every house officer should have an educational supervisor, usually the consultant for whom the house officer is working.' House officers were asked whether they thought that their consultant had fulfilled some of a supervisor's functions. Table III shows the results. There were no differences between the Thames regions and the other four regions.
House officers were asked how confident they were in performing basic and advanced cardiopulmonary resuscitation. were seeing too few; the median numbers of all weekly admissions (routine, emergency, and day case) in these three categories were respectively 20, 22, and 13. The median number of wards in which the respondents had patients was three (range 1 to 13). A quarter (280/1138) had easy access to the results of investigations by computer. Half (581/1129 (51%)) provided care to private patients and 61 out of 579 (11%) had received or expected to receive payment for this work.
House officers were asked their views about the amount of time spent on inappropriate tasks, such as conveying patients, requests for investigations and samples around the hospital, and chasing results. Table V shows the results. They were asked who was responsible for taking routine blood samples, giving intravenous drugs other than first doses, filing results, and finding beds for emergency admissions between 9 am and 5 pm. The NHS Management Executive intended that no doctor working an on call rota should be on duty for more than 83 hours a week after 1 April 1993.8 Unless progress was dramatic in the short time since our fieldwork, the target was not achieved for at least 19% of the house officers surveyed. Even when contracted hours are within these prescribed limits, the extent of early starts and late finishes (indicated by a median duration of the house officers' working day of nine hours) suggests that actual hours on duty still exceed these limits. By the end of 1994 no doctor working an on call rota should be on duty more than 72 hours a week. This will require further reductions in hours in 62% of house officer posts.
Eighty per cent of those working on call rotas said that they were working more than half the time that they were on duty out of hours, leaving less than eight hours for sleep in an overnight spell of 16 hours. Posts in which the intensity of on call work means that there is no "reasonable expectation" of eight hours' sleep in each overnight spell are regarded as unsuitable for on call rotas.' On call duties will therefore need to be reduced (by a nurse practitioner performing some tasks at night, for example '5) . In special circumstances partial shifts may be appropriate, although reported successes are rare.'617 The University of London has recently recommended that on call rotas should provide the normal pattern of preregistration traing.18 CONDITIONS OF WORK House officers are usually not able to obtain hot food ater 8 pm; a fifth of respondents slept in sheets that had not been changed on some of the nights that they were on call.
The threats of theft and of violence alarm some house officers, for reasons that hospitals could perhaps overcome. One house officer wrote, "Walking to my on call room at night, through relatively unlit areas of a car park infamous for its theft, I am often scared and appalled by the inadequate protection offered. Porters and other staff refuse to accompany me; although I have complained, it is to no avail."
House officers in the Thames regions are less likely than those elsewhere to take blood samples and administer intravenous drugs routinely, but ward clerks to file results are more common outside the Thames regions. The greater presence of bed managers in the Thames regions has reduced the need for fully registered doctors but not house officers to find beds during the day. We have no data on what happens outside normal working hours, when most emergency admissions occur and bed managers are seldom on duty. House officers take a lot of routine blood samples, but there is no clear difference between the Thames regions and the other four regions. These differences may be partially attributable to the strict stipulations of the University of London about inappropriate duties for house officers.6 The stipulations have not, however, produced any differences in house officers' perceptions of what their main problems are. The gain from allocating these tasks more appropriately is clinical as well as educational: when nurses rather than doctors give intravenous antibiotics the timing and recording of doses improve. '9 ATTITUDES House officers are against training in general practice during the preregistration year. One house officer commented that she liked the idea of such training but "four months of medicine would not be adequate time to gain confidence and experience." Dowie recommended that preregistration training in general practice should be more widely available.20 She suggested that it would be less stressful than the equivalent period in hospital and provide experience of caring for patients with chronic diseases in the community; this experience would be particularly valuable for doctors planning careers in hospital medicine.
House officers are even more decisively against lengthening the preregistration period. One remarked, "I think many people would give up medicine rather than do another house officer year." These findings BMJ VOLUME 307
6 NOVEMBER 1993 Educational implications * There are serious deficiencies in the preparation of preregistration house officers for their role and in the education they receive in post, with large variations between regions and the Thames regions performing better on several measures * This study found that the most important problems that house officers report are inappropriate tasks and excessive hours ofwork * More than half of the house officers had never received adequate guidance in pain control and in breaking bad news, and more than a third were not confident in performing basic cardiopulmonary resuscitation unsupervised, with house officers overseas trained reporting more problems with the latter two activities * Eighty per cent of house officers working on call rotas have intensities of work which should mean they work partial shifts, and 20% are still working three day weekends * Only 24% ofhouse officers would recommend a career in medicine to a friend, and 44% would discourage it accord with the view that longer preregistration training would exacerbate the problems house officers face. 21 Less than a quarter of respondents would encourage potential medical students to enter the profession, although over half would recommend their job to a friend.
CONCLUSION
There are serious deficiencies in the preparation of house officers for their role and in the education they receive in post. 
Comment
Although the annual incidence of HIV among injecting drug users has been low since 1987, it represents the emerging problem ofheterosexual transmission of HIV. These rates probably underestimate the true incidence of sexually transmitted HIV infection for injecting drug users because we have not followed up any of their heterosexual contacts who do not inject drugs. There are virtually no recorded homosexual relationships in this group.
In the early '80s attention was focused on transmission of HIV by sharing injecting equipment. Trans 
